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Brief focuses on the needs of children
exposed to trauma, strategies for early
identification and intervention, and 
ensuring the provision of timely and
appropriate services to them and their
caregivers. It provides:
• an overview of childhood trauma,
including the prevalence and causes;
• an explanation of the effects of 
childhood exposure to trauma on brain
development, as well as the physical and
mental health of children and youth;
• a description of current challenges and
efforts to address childhood trauma; 
• identification of different approaches for
addressing the mental health needs of
children exposed to trauma; and
• examples of the role of health philan-
thropy in addressing childhood trauma
and improving children’s mental health.
Many of the approaches discussed in this
report can benefit other children with or at
risk for mental disorders. A full discussion
of children’s mental health needs and 
services is, however, beyond the scope of
this paper. 
Special thanks are due to those who 
participated in the Issue Dialogue, 
especially the presenters: Carol Breslau,
vice president of initiatives, The Colorado
Trust; Raymond Crowel, vice president,
National Mental Health Association; John
Fairbank, codirector, UCLA-Duke
University National Center for Child
The ongoing toll of family, school, and
community violence; the continuing 
threat of terror attacks; and the widespread
destruction and dislocation caused by
Hurricane Katrina have heightened 
concerns about the well-being of children
exposed to trauma. Every year, thousands
of children nationwide experience trauma
as a result of exposure to violence, abuse,
natural disasters, severe illness or injury,
loss of loved ones due to violence or 
accident, or forced relocation. This 
exposure can have both immediate and
long-term effects on children’s health 
and their ability to function fully in their
families, schools, and communities.
As part of its ongoing mission to serve
trustees, executives, and staff of health
foundations and corporate giving 
programs, Grantmakers In Health (GIH)
convened a group of grantmakers,
researchers, and policymakers on May 4,
2005 to discuss the role of philanthropy 
in meeting the needs of children exposed
to trauma. During this day-long Issue
Dialogue, participants examined the extent
of childhood exposure to trauma, the
effects of this exposure, and proven and
promising approaches for identifying and
serving traumatized children.
This Issue Brief synthesizes key points
from the day’s discussion with a back-
ground paper prepared for Issue Dialogue
participants. It is intended to highlight the
work of grantmakers and others interested
in expanding their efforts to address 
children’s mental health and ameliorate 
the effects of childhood trauma. This Issue
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Traumatic Stress; Gwen Foster, senior pro-
gram officer, The California Endowment;
Phyllis Glink, executive director, The
Irving Harris Foundation; Astrid
Heppenstall Heger, associate professor of
clinical pediatrics, University of Southern
California Medical Center; Noreen
Johnson Smith, vice president for 
programs, The Health Foundation of
Central Massachusetts, Inc.; Lydia Prado,
director of cultural competency, Mental
Health Center of Denver; and Martin
Teicher, associate professor of psychiatry,
Harvard Medical School.
Donna Langill, program associate at GIH,
planned the program, wrote the back-
ground paper, and finalized the Issue Brief.
Pilar Ingargiola synthesized key points
from the Issue Dialogue into this report.
Lauren LeRoy, president of GIH, 
moderated the Issue Dialogue. Anne
Schwartz and Todd Kutyla, GIH’s vice
president and communications manager
respectively, also contributed to the final
report.
The Issue Dialogue and this publication
were made possible by grants from The
California Endowment, Caring for
Colorado Foundation, The Colorado
Trust, Health Resources and Services
Administration, HealthONE Alliance, 
The John D. and Catherine T. MacArthur
Foundation, and Rose Community
Foundation.
The mission of Grantmakers In Health
(GIH) is to help grantmakers improve the
nation’s health. GIH seeks to build the
knowledge and skills of health funders,
strengthen organizational effectiveness, 
and connect grantmakers with peers and
potential partners. We help funders learn
about contemporary health issues, the
implications of changes in the health sector
and health policy, and how grantmakers
can make a difference. We generate and
disseminate information through meetings,
publications, and an on-line presence; 
provide training and technical assistance;
offer strategic advice on programmatic 
and operational issues; and conduct studies
of the field. 
As the professional home for health 
grantmakers, GIH looks at health issues
through a philanthropic lens, sorting out
what works for health funders of different
missions, sizes, and approaches to grant-
making. We take on the operational issues
with which many funders struggle (such as
governance, communications, evaluation,
and relationships with grantees) in ways
that are meaningful to those in the health
field. 
Expertise on Health Issues 
GIH’s Resource Center on Health
Philanthropy maintains descriptive data
about foundations and corporate giving
programs funding in health and their
grants and initiatives, and synthesizes
lessons learned from their work. 
The Resource Center’s database is available
online on a password-protected basis to
GIH Funding Partners (health grantmak-
ing organizations that provide annual
financial support to the organization). 
The database contains information on
thousands of grants and initiatives made
by more than 300 foundations and 
corporate giving programs. It can be
searched by organizational characteristics
(such as tax-exempt status, geographic
focus, or assets); health programming areas
(such as access, health promotion, mental
health, and quality); targeted populations;
and type of funding (such as direct service
delivery, research, capacity building, or
advocacy).
Advice on Foundation
Operations 
GIH also focuses on operational issues
confronting health grantmakers through
the work of its Support Center for Health
Foundations. We advise foundations just
getting started (including dozens of 
foundations formed as a result of the 
conversion of nonprofit hospitals and
health systems) as well as more established
organizations. The Support Center’s 
activities include: 
• The Art & Science of Health
Grantmaking, an annual two-day meet-
ing offering introductory and advanced
courses on board development, grant-
making, evaluation, communications,
and finance and investments; 
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• sessions focusing on operational issues at
the GIH Annual Meeting on Health
Philanthropy; 
• individualized technical assistance for
health funders; and 
• a frequently asked questions feature on
the GIH Web site. 
Connecting Health Funders 
GIH creates opportunities to connect 
colleagues to one another and with those
in other fields whose work has important
implications for health. GIH meetings,
including the Annual Meeting on Health
Philanthropy, the Fall Forum (when we
focus on policy issues), and Issue
Dialogues (intensive one-day meetings on
a single health topic) are designed for
health funders to learn more about their
colleagues’ work; talk openly about shared
issues; and tap into the knowledge of
experts from research, policy, and practice.
Our audioconference series allows smaller
groups of grantmakers working on issues
of mutual interest, such as access to care,
overweight and obesity, racial and ethnic
disparities, patient safety, or public policy,
to meet with colleagues regularly without
having to leave their offices. 
Fostering Partnerships 
The many determinants of health status
and the complexity of communities and
health care delivery systems temper health
grantmakers’ expectations about going it
alone. Collaboration with others is 
essential to lasting health improvements.
Although successful collaborations cannot
be forced, GIH works to facilitate those
relationships where we see mutual interest.
We bring together national funders with
those working at the state and local levels,
link with other affinity groups within 
philanthropy, and help connect grantmak-
ers to organizations that can help further
their goals. 
GIH places a high priority on bridging the
worlds of health philanthropy and health
policy. Our policy portfolio includes
efforts to help grantmakers understand the
importance of public policy to their work
and the roles they can play in informing
and shaping policy. We also work to help
policymakers become more aware of the
contributions made by health philan-
thropy. When there is synergy, we seek to
strengthen collaborative relationships
between philanthropy and government.
GIH has established cooperative relation-
ships, for example, with a number of
federal agencies, including the Agency for
Healthcare Research and Quality and the
Centers for Disease Control and
Prevention. 
Educating and Informing the
Field 
An aggressive publications effort helps
GIH reach many grantmakers and provide
resources that are available when funders
need them. Our products include both
indepth reports and quick reads. Issue
Briefs delve into a single health topic, 
providing the most recent data, sketching
out opportunities for funders, and offering
examples of how grantmakers are putting
ideas into action. The GIH Bulletin, a
newsletter published 22 times each year,
keeps funders up to date on new grants,
studies, and people. GIH’s Web site,
www.gih.org, is a one-stop information
resource for health grantmakers and those
interested in the field. The site includes all
of GIH’s publications, the Resource
Center database (available only to GIH
Funding Partners), and the Support
Center’s frequently asked questions. 
Key health issue pages on access, aging,
children/youth, disparities, health promo-
tion, mental health, public health, and
quality provide grantmakers with quick
access to new studies, GIH publications,
information on audioconferences, and the
work of their peers. 
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GIH is committed to promoting diversity
and cultural competency in its program-
ming, personnel and employment
practices, and governance. It views 
diversity as a fundamental element of
social justice and integral to its mission of
helping grantmakers improve the nation’s
health. Diverse voices and viewpoints
deepen our understanding of differences in
health outcomes and health care delivery,
and strengthen our ability to fashion just
solutions. GIH uses the term, diversity,
broadly to encompass differences in the
attributes of both individuals (such as
race, ethnicity, age, gender, sexual 
orientation, physical ability, religion, and
socioeconomic status) and organizations
(foundations and giving programs of 
differing sizes, missions, geographic 
locations, and approaches to grantmaking).
Diversity Statement
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Challenges to Addressing Childhood Trauma
While knowledge and awareness about the impact of child-
hood trauma is increasing, comprehensive and coordinated
efforts to prevent childhood trauma and address its 
consequences are lacking in most communities. There are
many challenges to rallying families, schools, and communities
to address childhood trauma, including: 
• stigma and lack of awareness regarding mental health; 
• gaps in knowledge about childhood exposure to trauma and
effective interventions;
• fragmentation of existing services among various systems
that serve children with mental illness (including mental
health, juvenile justice, human services, child welfare, and
public health) creating gaps in service, duplication of efforts,
and overly complex systems to navigate;
• lack of capacity in schools;
• an inadequate supply of trained providers; and
• inadequate attention to issues of cultural competency. 
Current Efforts to Address Childhood Trauma
Public officials, grantmakers, service providers, and others are
turning their attention and their support to programs that 
provide early identification, intervention, and treatment 
services to children exposed to trauma, as well as other 
children with mental health needs. 
Increasing Awareness. The federal government and national non-
profit organizations are working to increase awareness of child
trauma through campaigns such as Caring for Every Child’s
Mental Health and the Campaign for America’s Mental Health.
Preventing Childhood Trauma. Current efforts include are Stop
Bullying Now!, a federal intiative to educate school personnel,
students, and families about the impact of bullying and ways
to prevent it; Safe Start, a program of the U.S. Department 
of Justice to reduce the impact of family and community 
violence on young children, between the ages of zero and six.;
Safe Schools, Healthy Students, an initiative of the Substance
Abuse and Mental Health Services Administration (SAMHSA)
to foster collaborations among child-serving agencies 
The ongoing toll of family, school, and community violence,
the continuing threat of terror attacks, and the widespread
destruction and dislocation caused by Hurricane Katrina have
heightened concerns about the thousands of children who 
are exposed to trauma. In addition to the immediate stress
associated with exposure to violence, abuse, natural disasters,
severe illness or injury, loss of loved ones due to violence or
accident, or forced relocation, new research is documenting
the profound and lasting effects of trauma on brain develop-
ment and both physical and emotional health. Working with
public officials, service providers, schools, and families, health
grantmakers can play important roles in both preventing the
causes and addressing the consequences of exposure to 
trauma. To make a difference, funders must understand the
effects of trauma on children’s well-being, know about current
efforts to address childhood trauma and the barriers to
change, and be able to seize opportunities as they arise.
Effects of Exposure to Trauma in Childhood
Trauma has both immediate and long-term effects, producing
a cascade of physiological and neurological responses that can
lead to enduring alterations in brain development and func-
tion. Without appropriate interventions, the effects of trauma
exposure can follow children throughout their lives, impeding
their healthy development and their transition to adulthood.
For example, trauma in childhood affects brain development.
In some children, areas of the brain associated with anxiety
and fear may be overdeveloped, while areas necessary for
learning may be underdeveloped (National Clearinghouse 
on Child Abuse and Neglect Information 2001). Moreover,
trauma often precipitates mental health problems, including
fear, anxiety, flashbacks, nightmares and other sleep distur-
bances, poor concentration, regressive behavior, and suicidal
thoughts. Finally, trauma relates to greater risk for physical
health problems and poorer health outcomes. For example,
traumatized children are more likely to suffer from allergies,
asthma, and gastrointestinal problems (Graham-Bermann and
Seng 2005; Perry 2000).
Executive Summary
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• prevent further traumatization by addressing the environ-
ment in which trauma occurs;
• address workforce shortages;
• support needs assessments;
• fund research and analysis to expand the knowledge base
about child mental health, the causes and consequences of
child traumatic stress, and promising approaches for
addressing mental health needs;
• promote the development of culturally competent services;
and
• help support development of strong community leaders
who are passionate about their issues and who can bring
clinical, policy, and other expertise together.
Conclusion
Health grantmakers have a wide range of strategies available 
to them to aid children exposed to trauma. In states and 
localities where public agencies and nonprofit organizations
are already working to educate people about child trauma 
and its consequences, grantmakers can use their resources to
complement these initiatives by strengthening leadership,
increasing awareness, and promoting collaboration. In areas
where child trauma has yet to be addressed effectively, health
grantmakers can be the catalysts that prompt families, schools,
and communities to work together to develop an integrated
system of care with a comprehensive array of services and sup-
ports that can meet the individualized needs of children and
their families. Grantmakers may support small portions of
projects including research and evaluation or may develop
comprehensive initiatives that fund projects from planning
through development, implementation, and evaluation, to
create sustainable systems change. By supporting the range of
efforts needed to prevent childhood trauma and address its
consequences, grantmakers will play a critical role in helping
traumatized children move toward a brighter future.
Sources
Graham-Bermann, Sandra and Julia Seng, “Violence Exposure and Traumatic Stress Symptoms
as Additional Predictors of Health Problems in High-Risk Children,” The Journal of Pediatrics
146(3):349-354, March 2005.
National Clearinghouse on Child Abuse and Neglect Information, In Focus: Understanding the
Effects of Maltreatment on Early Brain Development (Washington, DC: Administration for
Children and Families, U.S. Department of Health and Human Services, 2001).
Perry, Bruce, “Trauma and Terror in Childhood: The Neuropsychiatric Impact of Childhood
Trauma” in I. Schulz, S. Carella, and D. O. Brady, eds., Handbook of Psychological Injuries:
Evaluation, Treatment, and Compensable Damages (Washington, DC: American Bar Association
Publishing, 2000).
and schools to create safer school environments, provide 
prevention and early intervention services, and promote
healthy development.
Identifying Children Exposed to Trauma. The first step in 
helping to treat children with a history of trauma or mental
illnesses is to identify troubled children early. The state of
Ohio is leading the nation with creative efforts to identify
children in middle school, high school, and even early 
childhood settings.
Increasing Access to Early Intervention and Treatment. Several
models for promoting early childhood mental health are 
currently being tested. The mental health consultant model is
one approach that is being used to bolster the ability of child
care workers to meet mental health needs. The National
Center for Child Traumatic Stress and the National Child
Traumatic Stress Network are working to test new interven-
tions and disseminate evidence-based models of care. 
Developing Integrated Systems of Care. The federal government,
in partnership with states and communities, is working to
reduce the fragmentation of systems serving children with
mental health needs and their families. SAMHSA’s State
Infrastructure and System of Care grants programs are 
supporting model interventions, policies, and procedures.
Enhancing School-Based Assessment, Services, and Supports.
Although federal law requires schools to identify children 
with mental health needs and provide services necessary to
maximize their learning, many schools lack the resources 
and trained personnel to do so. Public and private sector 
organizations are working to develop guidelines and tools 
for this purpose. 
Opportunities for Health Philanthropy
Health grantmakers across the country are addressing the
mental health needs of children exposed to trauma. Among
the strategies available to help address childhood trauma and
its lasting effects grantmakers can:
• support early childhood mental health interventions;
• support school-based or school-lined programs;
• support services for populations at high risk for mental 
disorders (such as those living in violent households);
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Overview of
Childhood Trauma
The prevalence of childhood trauma is
sobering. Every year, thousands of children
experience trauma as a result of exposure
to violence, abuse, natural disasters, severe
illness or injury, loss of loved ones due to
violence or accident, or forced relocation.
Although precise numbers are not avail-
able, a national survey of children ages 12
to 17 found that 8 percent reported being
the victims of sexual abuse, 17 percent had
been physically assaulted, and 30 percent
reported witnessing violence (National
Child Traumatic Stress Network 2005).
The problem may be even worse in urban
areas than these numbers suggest. A survey
of New York City school children conduct-
ed before the September 11, 2001 terror
attacks found that 64 percent had experi-
enced at least one significant traumatic
event and other studies in urban areas 
suggest that trauma exposure is high in
cities (National Child Traumatic Stress
Network 2004a). 
These traumatic events can create intense
stress that threatens children’s well-being.
Emerging research is documenting that
exposure to trauma has profound and
sometimes lasting effects on brain develop-
ment, psychological and emotional health,
behavior, learning, and risk for future
mental and physical disorders. 
Recent events have raised public awareness
about the mental health needs of children
exposed to trauma. The continuing toll of
school and community violence, the 2001
terror attacks and their aftermath, the large
numbers of abused and neglected children,
and the widespread destruction and dislo-
cation in the Gulf Coast region following
Hurricane Katrina are only some of the
reasons why public officials, service
providers, researchers, and others have
begun to address the causes and conse-
quences of childhood exposure to
traumatic events.
The Diagnostic and Statistical Manual of
Mental Disorders (DSM), a widely used
compendium of standard definitions of
psychological disorders, defines a traumatic
event as one where both of the following
are present:
• the person experiences, witnesses, or is
confronted with an event or events that
involves actual or threatened death or
serious injury, or a threat to the physical
integrity of self or others; and
• the person’s response involves intense
fear, helplessness, or horror (American
Psychiatric Association 2000).
Childhood trauma can result from a vari-
ety of causes, and it may be the product of
either a single event or repeated events.
Among the numerous causes are the fol-
lowing:
Exposure to violence or threat of violence—
The U.S. General Accounting Office
(GAO) estimates that almost 9 million
children have been exposed to serious
violence as either witnesses or victims
(GAO 2002). In addition, children may
be traumatized by ongoing exposure to
environments where there is a pervasive
threat of violence (such as in schools
where bullying is prevalent or in the
home where domestic violence is 
“Some people have talked
about (trauma) as an
epidemic. It’s actually 
an epidemic of tenfold
greater prevalence than
childhood cancer.”
MARTIN TEICHER,
HARVARD MEDICAL
SCHOOL
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continual) or by inappropriate exposure
to violent images (HRSA 2004; The
Henry J. Kaiser Family Foundation
2003).
Child abuse and neglect—Child abuse
and neglect takes many forms, including
physical, emotional or sexual abuse, and
parental neglect. Children living in abu-
sive households may experience trauma
even if abuse is directed at others in the
household. Children may also experience
the trauma of being removed from their
homes and families and placed in foster
care. An estimated 1.7 million children
are reported for abuse and neglect annu-
ally, with nearly 900,000 confirmed
cases of children that have been direct
victims of child abuse and neglect, and
nearly 1,400 fatalities directly related to
the abuse (Child Welfare League of
America 2002). 
Natural or manmade disasters—Each
year, an average of 63,000 natural and
manmade disasters in the U.S. are seri-
ous enough to require the services of the
American Red Cross (American Red
Cross 2004). Living through such disas-
ters can be a traumatic event for
children, as well as for the adults around
them.1 Factors influencing the effect of a
disaster on children include the severity
and duration of the disruption it causes,
whether the child is injured or witnesses
injuries to others, the degree of destruc-
tion caused by the disaster, and the
availability of timely support from the
adults around them (AAP 1999). The
precise number of children exposed to
disaster is not known. In 2005, hun-
dreds of thousands of children were dis-
placed by Hurricane Katrina; thousands
were separated from family members
and all witnessed frightening scenes of
devastation. 
Severe illness or injury—Children who
experience severe illness or injury may
experience traumatic stress as a result.
While the physical consequences of
childhood illness or injury are often
dealt with swiftly, the psychological and
emotional effects of severe illness or
injury often go unaddressed.
Comprehensive data on the number of
children with life-threatening illnesses
are not available, but cancer, respiratory
conditions, cardiovascular conditions,
congenital abnormalities, and
HIV/AIDS are among the leading 
causes of death among children and
youth ages 0-24 (Field and Behrman
2003). According the Centers for
Disease Control and Prevention (CDC),
9.7 million children ages 0-19 suffered a
nonfatal injury in 2003, including more
than 12,000 firearm-related injuries 
and more than 687,000 motor vehicle-
related injuries. 
Traumatic loss—Children who experi-
ence the loss of family members or
friends due to violence or accidents may
experience traumatic stress as a result.
The circumstances of the loss, as well as
the support available, may affect whether
a death or other loss of a family member
or friend is traumatic. 
Relocation—Children who experience 
relocation, either with their families or
without them, may find the experience
“There are more children
who are exposed to trauma
than we like to admit.” 
JOHN FAIRBANK, 
UCLA-DUKE UNIVERSITY
NATIONAL CENTER FOR
CHILD TRAUMATIC
STRESS
1 Natural disasters that can cause trauma include earthquakes, hurricanes, tornados, or floods that cause severe or widespread damage, while
manmade disasters include major transportation accidents, residential fires, hazardous material spills or exposures, and disruption or destruc-
tion resulting from terrorism or civil unrest.
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to be traumatic. Children affected by
disasters, such as the thousands of 
children affected by 2005’s Hurricane
Katrina, often experience temporary or
long-term displacement, as do children
fleeing domestic violence and those
placed in foster care. Immigrant and
refugee children in the U.S. have also
experienced the loss of their homes and
have left behind family members,
friends, and a familiar way of life. Some
have experienced violent conflict and
war firsthand. While not all immigrant
and refugee children will find the 
experience of coming to the U.S. to 
be a traumatic one, some will have 
difficulty adjusting to profound changes
in their lives. In 2002, 2.8 million 
immigrant and refugee children were 
living in the United States (Parker and
Teitelbaum 2003). 
Effects of Exposure
to Trauma in
Childhood
Emerging research is demonstrating that
exposure to chronic fear and stress as a
result of trauma, abuse, or neglect during
childhood has adverse effects on brain
development, as well as physical and men-
tal health. From early childhood through
adolescence, trauma produces a cascade of
physiological and neurological responses
that can lead to enduring alterations in
brain development and function. These, in
turn, can set the stage for future physical
and psychiatric disorders. Without appro-
priate interventions, the effects of trauma
exposure can follow children throughout
their lives, impeding their healthy develop-
ment and their transition to a productive
adulthood. 
Effects on Brain Development
Trauma in childhood affects brain develop-
ment. In some children, areas of the brain
associated with anxiety and fear may be
overdeveloped, while areas necessary for
learning may be underdeveloped (National
Clearinghouse on Child Abuse and
Neglect Information 2001). These 
neurological changes, in turn, can lead to
cognitive and emotional impairments.
Additionally, because trauma delays 
children’s ability to manage automatic
reactions to perceived danger (such as the
startle reflex), children may find it harder
to concentrate in the classroom and 
control their behavior (National Child
Traumatic Stress Network 2004b). 
Current advances in brain imaging tech-
nology and other techniques are enabling
researchers to document the impact of
childhood trauma on brain development.
An important finding is that there are 
particular stages in development when a
traumatic experience may exert a critical 
or maximal effect on brain development.
These sensitive periods may determine 
the type and consequences of exposure to
trauma. For example, one study of 18 to
22 year olds with a history of three or
more sexual abuse traumas or severe emo-
tional maltreatment in childhood found
that when the abuse occurred when chil-
dren were between 3 and 5 years old, the
area of the brain most affected was the
hippocampus, a region that plays an
important role in memory, as well as 
“Our brains are sculpted by
early experience.
Maltreatment is a chisel
that shapes the brain to
contend with anticipated
strife, but at the cost of 
deep, enduring wounds.
Early childhood stress or
trauma isn’t something you
get over. It’s an evil that we
must acknowledge and
confront, if we aim to do
anything about the
unchecked cycle of violence.” 
MARTIN TEICHER,
HARVARD MEDICAL
SCHOOL
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Effects on Behavioral Health
Children exposed to trauma often experi-
ence mental health problems, both at the
time of traumatization and later in life.
Traumatized children may exhibit fear,
anxiety, flashbacks, nightmares and other
sleep disturbances, poor concentration,
regressive behavior, and suicidal thoughts
(Figure 1). The mental and behavioral
consequences of trauma exposure can
impede the ability of children to function
in their families, schools, and communi-
ties. They can also lead to problems in
adolescence and adulthood, including
learning difficulties and involvement in
violence (Nageer et al. 2002). 
A significant proportion of children
exposed to traumatic events will go on to
develop psychiatric disorders, and many
regulation of the autonomic nervous sys-
tem and the neuroendocrine system. If the
abuse occurred when children were 9 or 10
years old, the corpus colosum, a structure
responsible for communication between
the left and right hemispheres of the brain,
was most affected. In 15 year olds, the
brain region most affected was the pre-
frontal cortex, which is responsible for
visual processing and higher cognitive
functioning, among other things 
(Teicher 2005).
There are also gender differences in the
impact of childhood trauma on the brain.
One study examining the impact of differ-
ent types of trauma on the corpus colosum
found that for boys, a history of childhood
neglect had the most effect on this brain
structure, while for girls, sexual abuse had
the most impact (Teicher 2005).
EFFECT OF CHILDHOOD TRAUMA ON
SPECIFIC REGIONS OF THE BRAIN
Different regions of the brain are uniquely susceptible to the early effects of stress
and trauma: 
• The hippocampus is associated with memory and stress.  The hippocampus is
studded with receptors for stress hormones.  Stress during all periods of life can
dramatically affect aspects of the hippocampus, which can have its nerve cells
shrunken by exposure to stress hormones.  
• The corpus colosum serves as a connector between the left and right 
hemispheres of the brain for information exchange. A reduction in the corpus
colosum may disable the two hemispheres from functioning collectively, and
therefore to have less integration, which is important for healthy, normal 
function.
• The prefrontal cortex is associated with visual recognition.  The prefrontal 
cortex is the last region of the brain to mature and may be vulnerable to 
stress later in life.
• The superior temporal gyrus is key in speech, language and communication and
is also involved in detecting intonation and emotional content of speech.
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more will experience other types of behav-
ioral difficulties (National Child Traumatic
Stress Network 2005).2 Psychiatric 
diagnoses associated with exposure to 
traumatic events include acute stress disor-
der, posttraumatic stress disorder (PTSD),
depression, phobia, and conduct disorder.
For example, among a group of 384 ado-
lescents participating in a longitudinal
study, 14.5 percent of those who experi-
enced a traumatic event developed PTSD.
Of these, just over 40 percent went on to
develop major depression and nearly 30
percent developed a phobia. Adolescents
who experienced a traumatic event—
including those who exhibited
posttraumatic stress and those who did
not—were at higher risk for behavioral
Figure 1. Common reactions to trauma exposure among children in different age groups.
Source: Curie, Charles, “The Effects of Trauma on Children and the Role of Mental Health Services,” testimony before the U.S. Senate Committee on Health, Education, Labor and Pensions, June
10, 2002.
Young Children
(1-5 years of age)
• Helplessness and passivity; lack of usual
responsiveness
• Generalized fear
• Heightened arousal and confusion
• Difficulty talking about event; lack of
verbalization
• Difficulty identifying feelings
• Nightmares and other sleep distur-
bances
• Separation fears and clinging to care-
givers
• Regressive symptoms (for example,
bedwetting, loss of acquired speech and
motor skills)
• Somatic symptoms (for example, stom-
ach aches, headaches)
• Startle response to loud or unusual
noises
• Fussiness, uncharacteristic crying, and
neediness
• Avoidance of or alarm response to spe-
cific trauma-related reminders involving
sights and physical sensations
School-aged Children
(6-11 years of age)
• Feelings of responsibility and guilt
• Repetitious traumatic play and retelling
• Feeling disturbed by reminders of the
event
• Nightmares and other sleep distur-
bances
• Concerns about safety and preoccupa-
tion with danger
• Aggressive behavior and angry outbursts
• Close attention to caregivers’ anxieties
• Withdrawal, school avoidance
• Worry and concern for others
• Somatic symptoms (complaints about
body aches and pains)
• Obvious anxiety and fearfulness
• Specific trauma-related fears; general
fearfulness
• Regression (behaving like a younger
child)
• Separation anxiety
• Loss of interest in activities
• Loss of ability to concentrate in school,
with lowering of performance
• Distractibility
Preadolescents and Adolescents
(12-18 years of age)
• Self-consciousness
• Life-threatening reenactment
• Rebellion at home or school
• Abrupt shift in relationships
• Depression and social withdrawal
• Decline in school performance
• Trauma-driven acting out, such as risky
sexual activity and other risk-taking
• Prone to accidents
• Efforts to distance oneself from feelings
of shame, guilt, and humiliation
• Excessive activity and involvement with
others (or, alternatively, retreat from
others) to manage inner turmoil
• Wish for revenge or other action-ori-
ented responses to trauma
• Increased self-focusing and withdrawal
• Sleep and eating disturbances, including
nightmares
2 Not all mental disorders in childhood are caused by exposure to traumatic events or hostile environments. There is general consensus that
the development of mental disorders in children may be influenced by biological factors, such as genetic susceptibility, injury, or exposure
to toxins; environmental factors, such as having a depressed parent, living in a dysfunctional family, or exposure to abuse; or a combination
of biological and environmental factors (HHS 1999).
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Challenges to
Addressing
Childhood Trauma
While knowledge and awareness about the
impact of childhood trauma is increasing,
comprehensive and coordinated efforts to
prevent childhood trauma and address its
consequences are lacking in most commu-
nities. There are many challenges to
rallying families, schools, and communities
to address childhood trauma, including the
following: 
Stigma and awareness—Stigma and lack
of awareness regarding mental health
continue to be barriers to addressing
mental issues. Approximately 2 out of 3
people who do not seek treatment for
mental illness cite stigma as a reason
(Crowel 2005). Although progress is
being made to reduce stigma, particularly
for depression and anxiety disorders,
many individuals and families continue
to be reluctant to seek help. Stigma is
particularly an issue in situations involv-
ing victimization, especially when it
occurs within families. Further, many
people do not have a clear understand-
ing of what trauma is, what its effects
are, or what they need to do to get help.
Gaps in knowledge—There are gaps in
knowledge about childhood exposure to
trauma and effective interventions.
However, ongoing research on sensitive
periods may help determine which of
the various effects of trauma on brain
development are reversible and what
approaches are most effective. More
research is needed to document the
effectiveness of emerging practices and
and emotional problems, interpersonal
problems, academic failure, and substance
dependence (Gianconia et al. 1995). 
Childhood exposure to trauma increases
the risk for adult mental disorders (Harris
et al. 2004). Adults exposed to trauma as
children are at higher risk for depression,
substance abuse, poorer medical health,
and lower occupational attainment. Abuse
that occurs at different ages can also result
in different psychiatric symptoms later in
life. For example, youth who are physically
abused between the ages of 10 and 14 have
an increased rate of substance abuse in
early adulthood. Physical abuse earlier in
life, by contrast, does not appear to result
in an increased likelihood for substance
abuse. Studies also suggest that youth who
are abused at 6 and 16 have the greatest
risk of showing signs of depression in early
adulthood (Teicher 2005).
Effects on Physical Health
Children exposed to trauma may also be at
greater risk for physical health problems
and poorer health outcomes in adults. For
example, traumatized children are more
likely to suffer from allergies, asthma, and
gastrointestinal problems (Graham-
Bermann and Seng 2005, Perry 2000). 
Children who have experienced repeated
traumatic experiences are also more likely
to engage in health risk behaviors in ado-
lescence and young adulthood, leading to
increased morbidity and mortality later in
life (Teicher 2005). There is a correlation
between the number of adverse events in
childhood and disease outcomes, including
conditions such as heart disease, cancer,
and chronic lung disease (Felliti et al.
1998). 
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demonstration projects. Research may
also help reduce stigma: as science iden-
tifies physical causes for some mental
illness, these finding may help improve
public and professional understanding of
trauma and mental illness.
Fragmentation of existing services—
Currently, the systems that serve
children with mental illness, including
mental health, juvenile justice, human
services, child welfare, and public health,
operate in isolation from each other.
While they may be serving the same
children and families, they typically do
not share resources or information, often
because of concerns about confidentiality.
The result is significant duplication of
assessment and information gathering, 
as well as overly complex systems that
are difficult for families to navigate.
Lack of capacity in schools—Many chil-
dren experiencing difficulties resulting
from exposure to trauma or other causes
remain unidentified, and therefore
unserved, by schools. Yet schools have 
an important stake in these matters.
Children who have mental or emotional
problems typically experience difficulties
at school, such as lack of concentration,
shorter attention span, withdrawal, and
fearfulness. Such unresolved problems
lead to decreased academic performance,
higher rates of absenteeism and school
dropout, a greater likelihood of engaging
in risky behaviors, and increased referrals
to special education (HHS 2001;
Powney et al. 2000). Although the U.S.
Surgeon General estimates that 11 per-
cent of all youth have mental disorders
that create significant impairment,
nationally, schools identify less than 
1 percent of their students as having an
emotional disturbance (Koyanagi 2003).
Schools also often lack the resources and
supports to help these youth in need. 
Insufficient numbers of trained providers—
By the year 2020, population needs are
expected to required an additional
12,000 child psychiatrists, though the
current pipeline will supply only 8,000
(Crowel 2005). The situation for 
psychologists, social workers, and 
psychiatric nursing is similar. 
Moreover, as we learn more about brain
development, trauma, and effective
interventions, there will be a growing
need to expand in-service training and
continuing education for current health
providers, school staff, early childhood
providers, police, and others. 
Ensuring cultural competency of services
and improving workforce diversity—By
2030, racial and ethnic minorities are
estimated to make up over 40 percent 
of the population of the U.S. (Census
Bureau 2005). Often, cultural, social,
economic, and religious factors are 
barriers to receiving appropriate mental
health care (National Mental Health
Association 2005). Developing a 
culturally competent and more diverse
workforce is necessary to address the
needs of the country’s increasingly
diverse population. 
Over the last ten years, several organiza-
tions representing specific racial and ethnic
communities and cultures have come
together to form an alliance to promote
the development of culturally competent
mental health services. This alliance, the
National Alliance of Multi-ethnic
Behavioral Health Associations (NAMBHA),
“The child disappears down
a crack and ends up
recycling back through one
of those systems.” 
RAYMOND CROWEL,
NATIONAL MENTAL
HEALTH ASSOCIATION
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includes the National Leadership
Conference on African-American
Behavioral Health, the National Asian-
American Pacific Islander Mental Health
Association, the National Latino
Behavioral Association, and First Nations
(representing Native Americans). Together,
ENSURING CULTURAL COMPETENCY
The U.S. Substance Abuse and Mental Health Services Administration has 
developed a set of nine principles for the delivery of culturally competent children’s
mental health services. 
• The family, however defined, is the consumer and usually the focus of 
treatment and services.
• Americans with diverse racial and ethnic backgrounds are often bicultural or
multicultural. As a result, they may have a unique set of mental health issues
that must be recognized and addressed.
• Families make choices based on their cultural backgrounds. Service providers
must respect and build upon their own cultural knowledge as well as the
strengths of families.
• Crosscultural relationships between providers and consumers may include
major differences in world views. These differences must be acknowledged 
and addressed.
• Cultural knowledge and sensitivity must be incorporated into program 
policymaking, administration, and services.
• Natural helping networks such as neighborhood organizations, community 
leaders, and natural healers can be a vital source of support to consumers.
These support systems should be respected and, when appropriate, included 
in the treatment plan.
• In culturally competent systems of care, the community, as well as the family,
determine direction and goals.
• Programs must do more than offer equal, nondiscriminatory services; they must
tailor services to their consumer populations.
• When boards and programs include staff who share the cultural background of
their consumers, the programs tend to be more effective (SAMHSA 2005c).
“Most of the barriers were
silos around money. . .
[Our] partnership became
health services, mental
health, Department of Child
and Family Services,
probation, the court system,
community providers, and
schools. All came to the table
and said ‘Oh, you’ve got 
$1 million for kids going
into foster care? We would
like to play on that team.’”
ASTRID HEPPENSTALL
HEGER, UNIVERSITY OF
SOUTHERN CALIFORNIA
MEDICAL CENTER
these organizations are providing input on
the development of culturally competent,
evidence based mental health and trauma
programs that specifically address the
needs of minority populations (Crowel
2005).
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• every child’s mental health is important; 
• many children have mental health 
problems; 
• these problems are real, painful, and can
be severe;
• mental health problems can be recog-
nized and successfully treated; and 
• by working together, caring families and
communities can help.
A communications coalition is using a
variety of communications vehicles to 
disseminate the campaign’s messages to
various audiences. The campaign also 
provides communications training, onsite
media support, and access to campaign
materials to SAMHSA grantees and others.
The National Mental Health Association
(NMHA) is also spearheading a national
grassroots initiative, the Campaign for
America’s Mental Health, to increase the
understanding of educators, primary care
providers, and families about children’s
mental health disorders. The objectives 
are to increase public awareness, combat
stigma, and improve the detection and
treatment of children’s mental disorders.
NMHA has 36 national partners, as well
as state and local mental health associa-
tions, working on this campaign. NMHA
has also developed a music campaign to
empower youth, called MPower. The 
campaign uses a variety of musicians
around the country to do concerts and
advertisements to get the word out about
mental health issues of anxiety, depression,
and trauma. 
Public Sector and
Nonprofit Efforts to
Address Childhood
Trauma
Awareness is increasing about the short-
and long-term effects of child traumatic
stress, and the need to address the mental
health needs of all children. As a result,
public officials, grantmakers, service
providers, and others are turning their
attention and their support to programs
that provide early identification, interven-
tion, and treatment services to children
exposed to trauma, as well as other 
children with mental health needs.
Increasing Awareness
Parents, service providers, and health care
professionals may not be aware of the
immediate and long-term impact of 
childhood trauma and may therefore not
take the steps necessary to ameliorate its
consequences. The federal government 
and many national organizations are 
working to increase awareness of child
trauma and ensure access to timely and
appropriate services. 
The U.S. Substance Abuse and Mental
Health Services Administration (SAMH-
SA) is sponsoring a communications
campaign, Caring for Every Child’s Mental
Health, to increase public and policymak-
ers’ awareness of children’s mental health
issues. Using social marketing techniques
and principles, the campaign disseminates
five key messages:
“I think (multiculturalism)
is something we as a field
need to be thinking about
strategically and long
term… It’s how we relate
in our own country to an
increasing mix of cultures
and perspectives.”
PHYLLIS GLINK, 
IRVING HARRIS
FOUNDATION, 2005
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Preventing Childhood Trauma
The best way to avert the damage from
childhood trauma is to prevent exposure to
that trauma, in families, schools, and com-
munities. Prominent current efforts
include:
Stop Bullying Now!—Administered by
the U.S. Health Resources and Services
Administration (HRSA), Stop Bullying
Now! educates school personnel, stu-
dents, and families about the impact and
prevention of bullying. HRSA is work-
ing with a coalition of 70 nonprofit and
public sector partners to communicate
the message that stopping bullying
requires changing school and other envi-
ronments. The campaign includes a Web
site, www.stopbullyingnow.hrsa.gov, that
provides access to educational materials
and public service announcements.
Safe Start—The Office of Juvenile
Justice and Delinquency Prevention has
developed a five-year effort, Safe Start, 
to reduce the impact of family and 
community violence on children under
six. The program works with families 
to build protective factors in children,
understand their strengths and resources,
and identify what supports the commu-
nity and system can provide to address
any gaps. The ultimate goal is to educate
parents to minimize exposure to addi-
tional risk and trauma and to identify
the services and supports available to
promote wellness and healthy develop-
ment in children.
Safe Schools, Healthy Students—
SAMHSA created Safe Schools, Healthy
Students to develop real-world knowl-
edge around best practices to reduce
school violence and substance abuse. 
Its goal is to create collaborations among
child-serving agencies and schools that
lead to safer school environments, pro-
vide prevention and early intervention
services, and promote healthy develop-
ment. The program, which has made
three-year grants to over 150 communi-
ties, has been successful in achieving its
goals. Participating communities report
decreases in school violence, disciplinary
referrals, and substance abuse, as well as
improvements in academic achievement.
For example, the grant site in Redding,
California reported that disciplinary
referrals for crime and violence dropped
by 27 percent in one year, while the site
in Bremerton, Washington experienced
substantial decreases in reports of fights,
harassment, and threats (SAMHSA
2005a; SAMHSA 2005b).
Identifying Children Exposed
to Trauma
The first step in helping to treat children
with a history of trauma or mental illnesses
is to identify troubled children early. Ohio
is a leader in early identification, screening
and assessment. Under the leadership of
Ohio Department of Mental Health 
director Michael Hogan—who also
chaired President Bush’s New Freedom
Commission on Mental Health—Ohio
has taken significant strides toward 
developing early identification programs
for ensuring that children exposed to 
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trauma and those with mental health
needs receive timely and appropriate 
services.3 Among Ohio’s achievements are
three initiatives:
Red Flags is a middle school-based
screening and education program
aimed at identifying students 
suffering from depression. It was
developed in response to problems
with school violence and suicide
among younger student populations.
The program has three components:
an in-service training for school 
personnel on recognizing the 
symptoms of depression, responding
appropriately according to a
preestablished protocol, and altering
the classroom environment to
accommodate the needs of students
with mental disorders; a video-based
curriculum for students; and educa-
tion for parents and community
members. The program was first
implemented in 1999. The depart-
ment has made implementation kits
available to all Ohio middle schools
and more than 600 have implement-
ed the program. The program has
been replicated in Idaho and there
are plans to implement Red Flags in
13 western states. 
TeenScreen is a national initiative to
ensure that all students are offered a
free mental health screening before
they leave high school. The Ohio
TeenScreen program uses computer
technology to screen middle and
high school students for mental ill-
ness. Students with identified needs
receive counseling and referrals to
community services. As a result of
state outreach to county mental
health boards, approximately 1,200
students were screened in 14 schools
in six counties during the 2003-04
school year. The program is currently
operating in 12 schools and the state
plans to increase that number. 
Ohio is using state funds to support
training for early childhood program
staff to meet the mental health needs
of young children and identify 
children who may need early 
intervention services. The Ohio
Department of Mental Health is also
making $1.2 million available to
county mental health boards to 
support the expansion of communi-
ty-based services that promote
emotional and behavioral well-being
of young children and address the
needs of children at risk for mental
disorders. Funds can be used to 
support training and consultant 
services for early childhood staff and
other professionals that work with
families of young children, family
services to promote nurturing 
environments and relationships, 
parent-to-parent support groups, and
mental health services to help trou-
bled young children. Guidelines for
the initiative require projects to
incorporate evidence-based practices.
3 On April 29, 2002, President George W. Bush announced the formation of the New Freedom Commission on Mental Health and charged
it with conducting a comprehensive study of the United States’ mental health service delivery system and making recommendations on
improvement. The commission issued its final report in July 2003.  More information on the commission is available at www.mental-
healthcommission.gov.
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A study of the use of mental health consul-
tants in Head Start programs found that
the services of the consultant increased
positive behaviors and improved specific
classroom behaviors. Among the improve-
ments were decreases in aggressive behavior
and temper tantrums, increases in positive
social interactions among children, and
age-appropriate emotional regulation by
children. Parents also reported that the
mental health consultant services helped
them access services for their child and
deal more effectively with behavior 
challenges at home (Green et al. 2003).
In Baltimore, a different model, Child
Development Community Policing, is pair-
ing mental health professionals, families,
and others in the community with police
officers to serve as early responders when
children are exposed to violence. Together,
these professionals are trained to under-
stand what happens in domestic violence
and abusive situations and how to address
the needs of the entire family. Community
and family members are partnered to 
provide outreach, and act as a community-
based resources for developing strategies to
prevent subsequent acts of violence and
identifying connections to necessary 
services (Crowel 2005; Fairbank 2005).
Another way to increase access to effective
interventions is to accelerate the transla-
tion of research into practice. Although
there are gaps in the research on childhood
trauma, some practices have been proven
effective. To help test approaches and has-
ten the translation of the science into
practice, SAMHSA provided funding in
2001 to establish the National Center for
Increasing Access to Early
Intervention and Treatment
New research is increasing the urgency of
addressing childhood trauma early, before
problems become severe. In the late 1980s
and the 1990s, new information emerged
on the importance of early stimulation and
nurturing on the brain development of
infants and toddlers, culminating with the
publication of the Institute of Medicine’s
landmark report, From Neurons to
Neighborhoods: The Science of Early
Childhood Development in 2000. This
report sparked a dramatic increase in
investment in parenting education, family
support, and early childhood programs
designed to promote healthy brain 
development among young children. The
emerging research on the effects of trauma
on the young brain has similar potential to
catalyze new efforts to prevent and address
childhood trauma.
Models for promoting early childhood
mental health are currently being tested in
many communities. The mental health
consultant model is one approach that is
being used to bolster the ability of chil-
dren’s programs and their staffs to meet 
the mental health needs of the children in
their care. Mental health consultants are
health professionals who help early 
childhood programs, schools, and other
programs serving children promote healthy
mental and emotional development. They
also advise program staff about appropriate
ways to address the needs of children
exhibiting signs of a mental disorder and
those with problematic behaviors.
“We have to figure out how
we bring service to
science…to find the best in
promising practices and help
communities figure out how
to evaluate and analyze
their programs to determine
what is effective.”
RAYMOND CROWEL,
NATIONAL MENTAL
HEALTH ASSOCIATION
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Child Traumatic Stress and the National
Child Traumatic Stress Network (the
Network). Funded as part of the Donald J.
Cohen National Traumatic Stress Initiative,
the center and the network are working to
raise the standard of care, improve services,
educate professionals and providers serving
children, and increase public awareness. 
The center is coordinated by Duke
University and the University of
California, Los Angeles and provides 
leadership and support to the national 
network. The network consists of 38 
community treatment and service centers
that work with intervention developers
and community systems and providers to
enable the interventions to take hold as
well as 15 academic and medical center
based intervention development and 
education centers that develop and test 
evidence-based interventions. These cen-
ters support the development of promising
practices, the transfer of science-based
treatments to clinical care, and the 
transformation and integration of systems
through evidence-based practices. 
Developing Integrated Systems
of Care
The federal government, in partnership
with states and communities, is taking
steps to reduce the fragmentation of sys-
tems serving children with mental health
needs and their families. SAMHSA has
developed several grants programs to sup-
port the transformation and integration of
systems of care. One of these, the State
Infrastructure Grants Program was created
to provide support to develop policy and
procedure changes at the state level to 
promote stronger collaborations, as well 
as resource and information sharing.
SAMHSA’s System of Care Grants Program
is designed to create integrated systems of
care across children’s developmental span
and across multiple agencies. An integrated
system of care:
• encourages youth, families, agencies,
schools, and community resources to
build and finance a customized, local,
comprehensive, and integrated system of
services and supports;
• is family-centered, individualized to the
needs of the child and family;
• focuses on and strengthens of children,
youth, their families, and communities
to provide culturally competent services;
“It takes from 15-20 years 
for an evidence-based
intervention to be adopted
in the service systems.”
JOHN FAIRBANK,
NATIONAL CENTER FOR
CHILD TRAUMATIC STRESS
The New Freedom Commission on Mental Health’s Subcommittee on Evidence-
Based Practices developed a background paper on evidence-based approaches. 
The paper discusses the importance of evidence-based practices and identifies
opportunities and limitations in implementing the practices. The paper further 
outlines the necessity of developing an infrastructure and outlines eight recommen-
dations for implementing evidence-based practices. The paper is available on-line at: 
www.mentalhealthcommission.gov/reports/EBP_Final_040605.pdf
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needs in multiple systems. The program
identified mechanisms to refocus state 
dollars and to develop waivers to eliminate
barriers and enable changes in policies 
and procedures to allow for innovative
treatment planning and resource sharing
across systems.
Other initiatives addressing the issue of
fragmentation include the Federal National
Partnership, which convenes federal agen-
cies to address coordination among federal
programs around children’s services, and
the Finance Project, which is working with
states to identify strategies for weaving
together the various funding streams with-
in state systems.
Enhancing School-Based
Assessment, Services, and
Supports
Although the Individuals with Disabilities
Education Act (IDEA) requires schools to
identify children with mental health needs
or other disabilities and provide services
necessary to maximize their learning, many
schools lack the resources and trained per-
sonnel to do so.4 In an effort to aid school
personnel in meeting the needs of stu-
dents, the American Academy of Pediatrics
and the National Association of School
Nurses collaborated to develop compre-
hensive guidelines for schools on health,
mental health, and safety issues. Sponsored
by HRSA, the guideline development
process included parents and more than
300 professionals from national organiza-
tions. The guidelines address areas with
implications for student mental health,
such as the development of a respectful
and inclusive school environment, the
• reduces the inappropriate use of 
high-cost, restrictive care while investing
in prevention and early intervention;
• requires accountability and cost 
responsibility; and
• emphasizes high quality, outcome-based
home and community services and 
supports.
Through the program’s ten year history,
there have been over 92 different programs
in 48 states and territories. Currently, 
there are over 40 active sites throughout
the U.S.
One of the effective models developed
through the System of Care program is the
wraparound approach, which utilizes a
strengths-based, individualized care plan to
provide youth and their families with the
supports they need to maximize health and
development. The Milwaukee Wraparound
program is one example of this approach.
This model system of care program was
initially created to work with 25 children
involved in the juvenile justice system who
had needs that were considered too diffi-
cult for that system to meet. The program
utilized a combination of flexible funding
sources and wraparound community sup-
port systems to transition youth into the
community and had a 95 percent success
rate in keeping them in the community for
two years. As a result of the initial success-
es of the program, the juvenile justice
system, courts, child welfare, and Medicaid
programs transferred money into a com-
mon pool to develop a whole service array
for a variety of children with complex
4 The Individuals with Disabilities Education Act (IDEA) mandates the provision of a free and appropriate education for all children with
disabilities, including those with emotional and behavioral problems.
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need to use evidence-based practices in
school programs, and the desirability of
involving parents in school programs.
They also include guidance on issues spe-
cific to mental health, including
maintaining the capacity to identify stu-
dents with mental health needs, the use of
a multidisciplinary team to assess the needs
of students exhibiting problem behaviors,
developing a crisis response protocol to
deal with crises and their aftermath, and
the availability of social and mental 
health services to all students. The 
guidelines are available online at
www.nationalguidelines.org.
The 1997 reauthorization of IDEA
required schools to take a proactive
approach to children exhibiting emotional
difficulties and problem behaviors that
interfere with learning, and use positive
strategies, rather than disciplinary actions,
to address them. Among the tools men-
tioned in the law and implementing
regulations are Functional Behavioral
Assessments (FBAs) and Positive
Behavioral Interventions and Supports
(PBIS). FBAs typically include analysis of
the problem behaviors, an assessment of
possible conditions or situations that may
be contributing to problem behaviors, and
recommendations for environmental mod-
ifications that may help the student learn
alternative behaviors. The PBIS includes
the development of a behavioral interven-
tion plan that lays out the positive
strategies that will be used to help the stu-
dent reduce behaviors that interfere with
learning and teach alternative behaviors
through individual or schoolwide interven-
tions (Bazelon Center 2003).
“Foundations really need to
be very strategic and creative
about their philanthropy in
order to address these
complex issues. That means
thinking outside the box and
thinking about long-term
strategies and really looking
at what we already know
and how great programs can
be replicated, systems can be
built, information can be
communicated, and
infrastructure needs to be
supported.” 
PHYLLIS GLINK, 
THE IRVING HARRIS
FOUNDATION
STRATEGIC GRANTMAKING PRINCIPLES
• Provide flexible funding and take a long-term view.
• Invest in building necessary infrastructure, particularly in underserved communities.
• Be willing to put money on the table first so others will want to play.
• Work with colleagues in the philanthropic community to raise their awareness
about childhood trauma and increase the grantmaking community’s willingness to
fund this issue.
• Bring together different audiences to share what is being learned. 
• Use foundation funds to leverage funding from public and private sources.
• Provide mentoring to staff of grantee organizations, while acknowledging the
experience, skills, and expertise they bring to their jobs.
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pilot stage, the partners took the baseline
information and developed a comprehen-
sive model to test the identified solutions.
In the implementation stage, the model
was revised and fine-tuned to better
address the needs of the parties involved—
mental health consultants, child care staff,
parents, and children. Throughout the
process, evaluation was used to enhance
and improve the model to ensure success-
ful outcomes. 
The evaluation showed that Together for
Kids had a statistically significant impact
on the classroom environment, individual
behavior, and school readiness. Not only
did child care staff feel better equipped to
deal with behavioral issues in the class-
room, the program also resulted in
significant improvements in child develop-
ment scores. Children with developmental
delays who received support and mental
health consultation through the program
gained an average of six to eight additional
months developmentally during the three
to four month intervention whereas in
control sites, children who did not have
access to the program lost ground develop-
mentally. The foundation is working with
its grantees and others to use evaluation
data to further strengthen the program,
and is also using the outcome data to
advocate for state policy and regulatory
changes. (Full copies of the evaluation
reports can be downloaded from the foun-
dation’s Web site, www. hfcm.org.)
The Peninsula Community Foundation
and The California Endowment also fund-
ed a mental health consultant program in
San Francisco. Mental health consultants
work with child care staff to implement
prevention and early intervention strategies
Opportunities for
Health Philanthropy
Health grantmakers across the country are
addressing the mental health needs of chil-
dren exposed to trauma. Many of the
strategies and approaches available are
highlighted below.
Grantmakers Can Support
Early Childhood Mental Health
Addressing problems as early as possible
gives children the best chance of overcom-
ing the effects of traumatic stress. To
ensure that young children receive timely
services, The Health Foundation of
Central Massachusetts funded Together for
Kids, a program that improves the ability
of child care staff and families to address
the needs of children exhibiting problem
behaviors. The program supports mental
health consultants (referred to as child
development advisors) for child care agen-
cies, teacher training, parenting education,
substitute teachers that permit staff to
meet with parents (at school and at home),
and improved systems of communication
between child care staff and parents. 
To create the program, the foundation 
utilized a comprehensive grantmaking
strategy that included more than a year of
planning, an 18-month pilot testing phase,
two years of full implementation, and rig-
orous process and outcome evaluations 
at each phase of the program. In the 
planning stage, child care providers and
representatives from the mental health
community worked with the foundation
to assess the problem and identify best-
practice solutions from across the country
that promised real systems change. In the
“I think another really
critical message for
foundations is that change
doesn’t happen overnight.
Building the infrastructure
for the field is a long-term
process. You have to give sites
confidence and security to
know that they have a few
years, at least, to do their
work without having to
worry about coming back to
you for new funding.” 
PHYLLIS GLINK, THE
IRVING HARRIS
FOUNDATION
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as well as with staff and families of at-risk
children to provide guidance and develop
appropriate interventions.
Grantmakers Can Support
School-Based or School-Linked
Programs
Because child traumatic stress can affect
academic performance, addressing the
mental health needs of school-aged chil-
dren can help schools meet state and
federal academic standards. For example,
the John Muir/Mt. Diablo Community
Health Fund in California supported a
partnership among a counseling center, a
school district, and a municipal arts agency
that implemented an early intervention
program for students ages 5 to 12 with
mental health and adjustment problems.
The children participated in group and
family counseling, as well as afterschool
and summer arts programs. The Lucile
Packard Foundation for Children’s Health
launched an initiative in 2002 that 
provides support for school- and commu-
nity-based afterschool programs promoting
behavioral, mental, and emotional health
among preteens. An evaluation of the 
initiative identified seven benchmarks of
quality, based on a review of the literature
on the characteristics of effective youth
programs. The benchmarks are:
• seven to twelve months of exposure to a
program’s services;
• the availability of supportive relation-
ships with adults and peers;
• two or more opportunities annually for
staff to develop knowledge and skills;
• retention of at least 50 percent of staff
for one year or more;
• provision of at least four types of services
and activities;
• presence of mechanisms for internal
evaluation, tracking, and assessment; and 
• presence of a culturally competent staff
(defined as a racially and ethnically
diverse staff that includes people with
language skills that match program 
participants’ language needs).
Using these benchmarks to assess grantees,
the evaluation found that over 90 percent
of the foundation’s grantees met at least
four of the benchmarks. Of these, 31 per-
cent met six or seven of the benchmarks
and were rated as high-quality programs
(Goldsmith et al. 2004).
With many schools adopting zero-toler-
ance policies toward some types of
behaviors, it is even more important to
identify children with emotional and
behavioral problems early to avert 
inappropriate suspensions and expulsions.
In Palm Beach County, Florida, the
Quantum Foundation has been a driving
force behind the development of a proven
approach to address emotional and 
behavioral problems in elementary school
students and promoting positive behaviors.
The Children’s Behavioral Health Initiative
seeks to coordinate and integrate 
behavioral health services and focus on 
the prevention of social, emotional, and
behavioral problems through early identifi-
cation and assessment. To accomplish this,
the program includes: 
• placement of a behavioral health 
professional in each school;
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• early identification and assessment of
children’s potential behavioral health
problems with enhanced teacher 
involvement;
• better intervention and treatment,
including school-based services and
referrals to community providers;
• resources that create a healthy environ-
ment in schools and the community;
and 
• improved parent and community
involvement in the lives of children.
The program has been implemented in 30
schools and an early outcome study found
that children who received services showed
improvements in behaviors such as worry-
ing about things; appearing lonely, sad, or
depressed; and exhibiting low self-esteem.
Moreover, participating schools had a
lower rate of discipline-related referrals
than nonparticipating schools. Teachers
and principals at the participating schools
reported high satisfaction with the pro-
gram, and parents of children who received
services reported that the program helped
parents and teacher understand their
child’s behavior. They also reported that
the services improved their child’s ability to
learn in the classroom (Lee et al. 2003). 
The Boston Foundation used a different
approach to improve the provision of 
mental health services to students. The
foundation supported Advocating Success
for Kids (ASK), a collaboration among
Children’s Hospital in Boston, the Boston
public schools, and six community-based
primary care sites to improve mental
health services for children ages 3 to 9.
ASK provides diagnostic consultations and
follow-up care for children exhibiting
behavioral, developmental, or learning 
difficulties that impair their ability to learn
effectively in their classrooms. Through 
the program, a multidisciplinary team
(consisting of a psychologist, educator,
developmental pediatrician, and case 
manager) meets with families to link them
to educational, medical, and psychosocial
support services that can improve the
school readiness, performance, and 
emotional well-being of their children. 
Also in Massachusetts, the MetroWest
Community Health Care Foundation pro-
vided funds to support student assistance
coordinators at local middle and high
schools. The coordinators are providing
mental health intervention services to stu-
dents at high risk for unsafe or unhealthy
behaviors. In the Pacific Northwest, the
Northwest Health Foundation provided
funding to a local school district to hire a
psychiatric nurse practitioner to expand
and improve school-based mental health
services in the district. 
Grantmakers Can Support
Services for Child Populations
at High Risk for Mental
Disorders
Some populations of children, such as
those living in violent households, are
more likely to have been exposed to trau-
ma and, therefore, are at increased risk for
mental disorders. To address the mental
health needs of children who witness
domestic violence, The Robert Wood
Johnson Foundation’s Local Initiative
Funding Partners Program collaborated with
the Children’s Hospital Medical Center of
Akron and local funders to support crisis
intervention teams for children exposed to
family violence and put a stop to genera-
tional cycles of abuse. Teams based at a
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and preventing further violence and abuse.
The California Endowment, through its
Special Opportunities in Mental Health
initiative, has supported several family-
centered projects that are addressing the
mental health needs of children who have
witnessed domestic violence or been 
victims of child abuse and neglect. 
Among the foundation-funded projects is
Healing the Circle, a program for American
Indian and Alaska Native families in San
Diego that are at risk for or experiencing
child abuse and neglect. The program 
provides culturally competent counseling
services for children, facilitated support
groups for adolescents, and therapy and
anger management services for parents. 
Grantmakers Can Address
Workforce Issues
Many areas of the country are experiencing
shortages of mental health providers,
including particularly severe shortages of
pediatric mental health providers. The
Irving Harris Foundation, through its
Harris Professional Development Training
Network, supports communitywide 
training on early childhood mental health
issues with an emphasis on the impact of
exposure to early trauma. The foundation
believes that a well-trained workforce 
capable of intervening with and advocating
for the children and families they serve is
critical to the success of program, policy,
and systems change. Therefore, the 
foundation invests in high quality, multi-
disciplinary efforts that build training
expertise within communities. 
The foundation has funded 16 programs
in the U.S. and 3 in Israel that train grad-
uate and postdoctoral fellows, academics,
professionals, paraprofessionals, front-line
local battered women’s shelter and a victim
assistance program are available 24 hours a
day to provide home-based services to chil-
dren, responding to the scene of domestic
violence calls within 30 minutes after 
notification from a police officer. Among
the many state and local cosponsors of the
program are the Saint Ann Foundation,
Akron Community Foundation, Barberton
Community Foundation, Harry K. Fox
and Emma R. Fox Charitable Foundation,
and the Tuscora Park Health & Wellness
Foundation.
As the philanthropic community’s response
to Hurricane Katrina shows, health grant-
makers have the ability to move quickly 
to ameliorate the deleterious effects of 
disasters on children and their families. For
example, just days after that catastrophic
storm, The Blue Shield of California
Foundation provided $25,000 to
Operation USA, a Los Angeles-based dis-
aster relief agency, to help small nonprofit
community health centers in the Gulf
Coast region respond to the health needs
of low-income children and adults affected
by the hurricane. Many other health grant-
makers, both in the affected areas and
elsewhere, quickly moved to set up special
funds to support immediate relief efforts,
as well as to rebuild health, mental health,
and human services infrastructure decimat-
ed by the storm.
Grantmakers Can Prevent
Further Traumatization
Support for family-centered programs can
help prevent further traumatization for
those children endangered by violent 
home environments. For these children,
approaches that treat the whole family are
the best way of addressing current needs
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Fund is also working nationally to educate
professionals, including health care
providers, about children’s mental health
issues. The fund has sponsored dbpeds.org,
a Web site aimed at professionals interested
in child development and behavior, espe-
cially those in the medical setting. The
Web site offers professionals information
about early identification and screening of
children with emotional and behavioral
disorders, tools for integrating mental
health screening into both primary and
specialty medical practices, and materials
for parents. 
Grantmakers Can Support
Needs Assessments
Although many states and communities
are working to improve mental health ser-
vices for children, there is sometimes little 
information about existing services, gaps 
in those services, and the best ways to fill
them. To better understand the local con-
text, the Jewish Healthcare Foundation in
Pittsburgh sponsored a study to determine
if early care and education staff were
equipped to address the needs of young
children with serious behavioral problems.
The study, conducted by the policy 
analysis unit of a local university, found
that in the Pittsburgh area, services for
these children were underfunded and
uncoordinated, and neither the staff of the
early childhood programs serving the 
children nor their families knew how to
access existing programs. The researchers
recommended several solutions including
enhancing training for early childhood
staff and mental health staff serving young
children, expanding the number of
providers with appropriate expertise, and
improving early identification mechanisms
(Certo 2002). 
providers, judges, lawyers, social workers,
and others in child development and
infant mental health. The result is a net-
work of colleagues and grantees who have
developed new and innovative approaches
to working with young children and fami-
lies. These models have been replicated in
other communities, further multiplying
the foundation’s initial investment and
spreading expertise, knowledge, and suc-
cess to other communities. For example,
the six sites selected by the National
Childhood Traumatic Stress Network to
focus on replicating model infant mental
health training and intervention programs
are all part of the Harris Network.
Other grantmakers are also building the
capacity of the workforce through educa-
tion and training. The Duke Endowment
is supporting a project to provide school
nurses and other school staff with
enhanced mental health training. The
School Mental Health Project, coordinated
by North Carolina’s Eastern Area Health
Education Center, started by conducting
focus groups with school nurses and other
school personnel to ascertain their levels of
knowledge. The project is using a variety
of modalities to educate school nurses and
others about children’s mental health,
including the development of a curriculum
on school mental health, regional training
sessions, Web-based instruction, develop-
ment of a resource directory of experts,
and a Web site that provides access to a
wide range of resources.
The John Rex Endowment is funding a
project in Raleigh, North Carolina to train
primary care and mental health providers
to recognize social, emotional, and behav-
ioral problems in children and to provide
appropriate services. The Commonwealth
“Investing in high-quality
people and training starts
to reach out and have a
broader impact.” 
PHYLLIS GLINK, 
THE IRVING HARRIS
FOUNDATION
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The Health Foundation of Greater
Cincinnati sponsored a similar analysis of
the mental health needs of school-age 
children in a three-county area of south-
western Ohio. The analysis surveyed
almost 22,000 students in grades 5
through 12, using questions from previ-
ously developed instruments to collect
information about socioeconomic status,
school achievement, behavioral problems,
school and family attachment, and help-
seeking behaviors, among other things.
The analysis yielded three recommenda-
tions: increasing collaboration to promote
comprehensive service systems, building
capacity, and seeking innovative ways to
meet the mental health needs of children
and youth (Perez et al. 2003).
Grantmakers Can Fund
Research and Analysis
Grantmakers can play a role in expanding
the knowledge base about child mental
health, the causes and consequences of
child traumatic stress, and promising
approaches for addressing mental health
needs. The Hogg Foundation for Mental
Health, for example, supported some of
the clinical research cited above that is
leading to a new understanding of the
effects of trauma on brain development in
children. In another example, the William
T. Grant Foundation provided funding 
for a study of young adult survivors of
community violence to help identify the
personal and social consequences of violent
victimization and understand the coping
mechanisms and strategies that influence
recovery from direct exposure to traumatic
violence.
The Robert Wood Johnson Foundation
funded the American Academy of
Pediatrics (AAP) to develop a new chil-
dren’s mental health classification system
for use by primary care clinicians. The
intent was to facilitate the understanding,
coding, treatment, and referral of child
and adolescent mental health conditions.
The grant culminated with the 1996 
publication of The Classification of Child
and Adolescent Mental Diagnoses in
Primary Care. Diagnostic and Statistical
Manual for Primary Care (DSM-PC) Child
and Adolescent Version. This manual is still
used by health care providers serving 
children and adolescents.
In addition to funding the provider train-
ing described above, The Commonwealth
Fund has supported policy analysis and
model development as part of its Program
on Child Development and Preventive Care.
The fund has also funded several reports
on children’s healthy mental development,
including:
• Building a Bridge from Birth to School:
Improving Developmental and Behavioral
Health Services for Young Children, which
examines ways that health care providers
can promote healthy child development,
including healthy mental development
(available online at
http://www.cmwf.org/publications/ 
publications_show.htm?doc_id=237483);
and 
• Using Medicaid to Support Young
Children’s Healthy Mental Development,
which provides guidance to state
Medicaid officials and others interested
in children’s mental health on develop-
ing the policies and procedures needed
to make early childhood mental health
services reimbursable by Medicaid 
(available online at
http://www.nashp.org/Files/CW8_
Health_Mental_development.pdf).
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In addition, the foundation is working
with the National Academy for State
Health Policy and state Medicaid agencies
to test models of service delivery and
financing that promote children’s healthy
mental development.
Grantmakers Can Promote
Culturally Competent Services
Foundations are using their grantmaking
to promote the development of culturally
competent services for children, to respond
to the increasing diversity of the country’s
population. The California Endowment’s
Special Opportunities in Mental Health
initiative focuses on improving mental
health services for low-income groups,
minorities, and children and adolescents
involved in the child welfare or criminal
justice systems, relying on organizations
run by and for the communities they
serve. Among the lessons learned under
this initiative is that culturally competent
mental health services are often best pro-
vided in nontraditional settings. Thus, the
initiative funds the provision of services by
professionals and paraprofessionals work-
ing in settings such as schools, community
organizations, faith-based organizations,
funeral homes, domestic violence shelters,
health facilities, and other settings.
The Violence Intervention Program in Los
Angeles County, a Special Opportunities in
Mental Health grantee, is an example of an
innovative, culturally competent approach
to addressing the trauma-related needs of
children entering foster care. The program
began with a small planning grant to 
identify barriers to providing needed 
mental health and related services to these
children, and to determine how the 
problems could be solved. As a result of a
collaborative partnership involving health
services, mental health, the state division
of child and family services, probation, 
the court system, community providers,
schools and others, a community-based
assessment and treatment center was creat-
ed that provides mental health services to
children in and entering foster care, plus
physical health care, legal services, social
services, family support, and other services
that address trauma and maximize the
chance that families can be reunited or
children can be successfully placed in 
out-of-home care. To address the needs of
its culturally diverse population, staff are
bilingual and services are designed to
respect the culture and beliefs of clients.
The program also engenders trust by
addressing the range of needs presented by
families, including housing and transporta-
tion services. Because of its success, this
model program is being replicated in five
additional communities throughout
California.
The Colorado Trust’s Preventing Suicide in
Colorado initiative found that building 
culturally competent programs requires
input from the community a program is
intended to serve. Through this initiative,
the foundation partnered with the Mental
Health Center of Denver to create a 
culturally competent strategy to address
adolescent exposure to trauma. The project
followed a community-based participatory
approach that included the target popula-
tion—Latina girls age 11 to 17—in the
planning process and throughout the
implementation of the project. 
Over 90 percent of the girls participating
in the program have experienced trauma
–as a result of rape, physical assault, sepa-
ration or loss, or out-of-home placement.
“Providing services in
nonmental health settings
helps reduce stigma as a
barrier. It also serves
refugees from cultures
around the world that don’t
necessarily view mental
health disorders as separate
from physical and spiritual
well-being.” 
GWEN FOSTER, 
THE CALIFORNIA
ENDOWMENT
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Over a third of them have a history of a
previous suicide attempt. The program
took an approach that was built on the
culture of these young women, building
on their community- and family-centered
values. With the assistance of the program
participants, the project developed mentor-
ing programs, paired the young women
with adults to make community presenta-
tions, started a newsletter to keep
participants continually involved and
invested, provided gatekeeper trainings on
suicide prevention, and initiated a media
campaign through the culturally relevant
medium of art and creative expression. 
Because the program was built on the val-
ues of the community and its participants,
the program has been successful at
empowering the girls to help each other, 
to reach out to other girls, and to help
their community. The program has seen
such success that the youth are working
closely with the Denver public schools to
determine how to continue and expand it
within city schools—an idea that was 
initially resisted by the schools when they
were approached by center staff, rather
than the girls themselves. While many 
programs are based on research, this 
project demonstrates the value of using a
bottom-up approach to develop a culturally
appropriate and successful model.
Grantmakers Can Fund
Leadership and Advocacy
To translate investments in model develop-
ment, research, and program evaluation
into long-term and widespread change,
grantmakers are working to develop strong
community leaders who are passionate
about their issues and who can bring clini-
cal, policy, and other expertise together.
Such leadership is key in bringing policy-
makers, providers, and others to the table
to address issues related to childhood trau-
ma and mental health issues. The Irving
Harris Foundation invests in leadership
and policy development in early childhood
as a strategy for breaking the cycle of
poverty. To develop committed, informed
policymakers and advocates, the founda-
tion has made a major investment in the
Irving B. Harris School of Public Policy
Studies at the University of Chicago. 
Through its Special Opportunities in
Mental Health initiative, The California
Endowment is also supporting the devel-
opment of leaders at all levels, including
leadership among funders, policymakers,
grantee organizations, and communities.
Through one of its grants, the foundation
is working with a Latina community
women’s health leadership program
through the Latina Center in Richmond,
California. The center provides health
leadership training for immigrant Latinas
to help them become skilled lay mental
health promotoras and peer leaders. The
women are then able to support other
Latinas in recovering from trauma and
mental illness associated with depression,
as well as alienation related to immigration
and domestic violence. They also help
women heal from trauma by helping them
find other needed services. The peer-to-
peer model of leadership development not
only helps individuals in gaining access to
services and supports, but also empowers
women to become more active in other
ways, such as involvement in education,
employment, and other community issues. 
Foundations and their grantees know that
if problems with existing systems could be
easily addressed, they would already be
“Sometimes people feel that
if you’re going with a
community-based approach,
somehow it’s going to be less
than what our research-
trained minds or our
academic arena tell us is
going to work best. But
we’ve got it all covered. . . 
I think that speaks well to
the wisdom of community
members.” 
LYDIA PRADO, MENTAL
HEALTH CENTER OF
DENVER
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possibility of effectively addressing the
physical, mental and behavioral needs of
youth exposed to trauma. There are gaps
in the research and knowledge, relatively
few coordinated systems of services and
supports for children and families, and
shortages of culturally competent profes-
sionals. As a result, grantmakers have many
opportunities to play leadership roles in
addressing issues of childhood trauma and
mental illness.
Health grantmakers have a wide range of
strategies available to them to aid children
exposed to trauma. In states and localities
where public agencies and nonprofit orga-
nizations are already working to educate
people about child trauma and its conse-
quences, grantmakers can use their
resources to complement these initiatives
by strengthening leadership, increasing
awareness, and promoting collaboration.
In areas where child trauma has yet to be
addressed effectively, health grantmakers
can be the catalysts that prompt families,
schools, and communities to work togeth-
er to develop an integrated system of care
with a comprehensive array of services and
supports that can meet the individualized
needs of children and their families.
Grantmakers may support small portions
of projects including research and evalua-
tion or may develop comprehensive
initiatives that fund projects from planning
through development, implementation,
and evaluation, to create sustainable sys-
tems change. By supporting the range of
efforts needed to prevent childhood trau-
ma and address its consequences,
grantmakers will play a critical role in
helping traumatized children move toward
a brighter future.
solved. Foundations therefore provide 
support to partnerships and collaboratives
that are working toward positive change.
One example of this model of funding can
be found in the Health Care and Health
Promotion Synergy Initiative of the Health
Foundation of Central Massachusetts. The
foundation distributes approximately 80
percent of its grant funding for children’s
health, child abuse prevention, and oral
health through this initiative, which
requires applicants to establish partnerships
and collaborative approaches to address the
broader systems issues affecting access to
health services. The foundation recognizes
that by funding change efforts through
collaborations, the efforts will be more 
successful and sustainable. The foundation
itself is a partner in many advocacy efforts
in Massachusetts not only supports its
grantees’ advocacy agendas, but also
becomes active in influencing public poli-
cy, administrative policies and regulations,
and state budget priorities. 
Conclusion
In states and communities across the coun-
try, there is growing understanding—and
growing concern—about the impact of
trauma on the mental health and develop-
ment of children. There is a base of
knowledge about the scope of the problem
and effective approaches for addressing
both short- and long-term consequences
and the research on childhood trauma and
the impact on brain development contin-
ues to grow, which may increase the
“We see it as our job to help
advocate, and to use the
data gathered in the course
of the evaluation of the
project to move that
political agenda forward.” 
NOREEN JOHNSON
SMITH, HEALTH
FOUNDATION OF
CENTRAL
MASSACHUSETTS,  INC.
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